In 1948, the health service in the UK stood on the brink of resolving a major quality problem that dogs many countries even today: making access to healthcare free, based on need. The children of the post-war National Health Service (NHS) have never had to live with the fear of financial burden or ruin as a consequence of serious illness. This was sometimes forgotten in the subsequent years as criticisms of the new NHS gradually emerged.
The NHS towards the end of the first decade of the 21st century, in the year of its 60th birthday, is very different from the one that started as a cornerstone of a new welfare state in the years after the Second World War.
Its infrastructure of buildings, equipment and staff has expanded and modernized. The range of technologies and drugs available to diagnose and treat illness has burgeoned, offering life and hope where it was impossible midway through the 20th century. The range of diseases and the consequent demand for care has increased exponentially as the so-called epidemics of modern living (e.g. cancer, heart disease, diabetes) and an ageing population have generated pools of need on a much larger scale than when the NHS began. On top of all this, in common with other developed countries, the proportion of the country's budget devoted to healthcare has expanded dramatically.
Beginning the quality journey
At its inception and through its first few decades, the NHS had no explicit framework for assuring and improving the quality of care that it provided. Quality was implicit and based on the assumption that providing buildings and facilities, a welleducated and trained workforce and the best modern technology would reliably deliver higher standards.
Throughout most of its existence, the NHS has been challenged by the 'usual suspects' -an ageing population, rising public expectations and advances in medical technology -set against a finite budget.
An international quality movement in healthcare began in the 1960s, initially largely as an academic pursuit but increasingly being applied to service management and evaluation in North America. The work of Donabedian 1 was particularly influential. His conceptualization of quality as three dimensions (structure, processes and outcomes) helped to focus attention on how to judge good and bad services but also how to develop their quality. These developments in thinking had little impact on how quality was addressed and measured within the NHS. Attention was largely directed towards major professional projects such as confidential inquiries and medical audit. 2, 3 
Quality in the era of cost containment
In the mid-1980s, health services in developed countries entered the era of cost containment. New solutions were sought, many centring on administrative reorganization and the creation of new incentives to promote efficiency. Less attention was paid to trying to harness actions to manage budgets with improvement in the quality of care, yet problems in quality had become endemic: variation in access to services, particularly those provided in a limited number of hospitals; differences in doctors' threshold for intervention even for patients with similar problems; slow diffusion of the benefits of research evidence into practice; little systematic learning from complaints and concerns; and no real commitment to organizing services for the convenience of patients. With the advent of general management within the NHS, from the mid-1980s, the quality philosophies used in the industrial sector -such as total quality management and continuous quality improvement 4,5 -were taken up enthusiastically by some management teams around the country. However, little of this was mainstream.
The advent of clinical governance
In the late 1990s, a new framework was created to tackle these difficulties and address the absence of a clear quality philosophy. A key element of the new quality strategy for the NHS introduced in the late 1990s was the concept of clinical governance. 6 One major driver was the need for health services to assess and evaluate the potential benefits of scientific and technical developments in medicine and to ensure that doctors got their diagnostic and management decisions right first time and offered their patients treatments whose advantages and disadvantages have been thoroughly validated, documented and published.
Even more important was the need to reassure the public and users of health services that they were protected against poor practice. Experience during the 1990s was of patient harm persisting when interventions should have been made earlier. This applied to situations of individual rogue doctors 7 as well as whole service failures, most notably the Bristol Children's Heart Surgery Service. 8 Clinical governance required NHS Boards explicitly to accept responsibility for assuring and improving clinical quality, and to approach this task in a systematic way. All NHS organizations were charged with developing local clinical governance arrangements comprising, as a basic framework: clear accountability arrangements for clinical quality, including regular reporting to the Board and a published annual report; a programme of quality improvement activity, including participation in clinical audit programmes, application of evidence-based practice and appropriately targeted continuing professional development; and clear policies for managing risks, including procedures for identifying and remedying poor professional performance. Implementation of clinical governance was underpinned by a new statutory duty for quality, established in legislation. The duty required the then principal NHS organizations -Health Authorities, NHS Trusts and Primary Care Trusts -to 'put and keep in place arrangements for monitoring and improving the quality of the healthcare they provide to individuals'.
Clinical governance was a medium-to longterm aim, requiring sustained management effort and a fundamental shift in organizational culture. More specific requirements of NHS organizations were set out in management guidance, and the creation of a statutory duty for quality on NHS organizations was intended to ensure that the development of clinical governance arrangements remained a priority.
A quality framework for the NHS
With the centrepiece of the duty of quality and local clinical governance arrangements, a new framework was created to support the assurance and improvement of quality within the NHS. Clear standards were set by a National Institute of Clinical Excellence (NICE) 9 as well as through the creation of a series of National Service Frameworks (NSFs) 10 covering major disease or population groups (heart disease, mental health, older people, diabetes, renal disease). An inspectoratethe Commission for Health Improvement (later the Healthcare Commission) -was charged with ensuring that local clinical governance arrangements were working effectively and that key standards were in place.
With this framework in place, further enhancements to the NHS approach to quality took place from the late 1990s through into the early years of the 21st century. A specialist service to support NHS organizations (the National Clinical Assessment Service) 11 in dealing with poorly performing doctors was established and radical proposals to reform the regulation of doctors were set out in the Green Paper Good Doctors, Safer Patients. 12 Support mechanisms to assist local NHS organizations to improve quality were also put in place: a Modernisation Agency 13 (later evolving into the National Institute for Improvement and Innovation) and a series of Collaboratives. These approaches focused on issues such as leadership, the design of the process of healthcare and ways of galvanizing change. They were essentially concerned with identifying and spreading good practice and derived from the emerging discipline of improvement science pioneered in North America. 14 The creation of a national research and development function within the NHS in the early 1990s played its part in the NHS quality journey. It meant that the philosophy of evidence-based medicine, 15 which started in North America but rapidly became international, was embraced by the health service in Britain. The difficulties of implementation were formidable, and remain so. The need for professional attitudes and behaviour change, access to valid and appropriate information, the right infrastructure of information technology and training in skills for critical appraisal and clinical practice guideline use are
The challenge of quality and patient safety just some of the developmental challenges facing the NHS today.
Patient safety: a growing concern
Another major development of the early years of the 21st century was the introduction of a programme of patient safety through the publication of the report, An Organisation With a Memory. 16 This raised awareness of the high level of avoidable errors in healthcare (700,000 per year) and drew attention to the systems nature of their causation. As a result a National Patient Safety Agency (NPSA) was established and charged with creating a reporting system to identify and analyse adverse event and draw out the lessons for action to reduce risk. The programme was reviewed and reinforced with new measures in a further report published in 2006, Safety First. 17 Patient safety poses one of the greatest of challenges for a modern health service. The maxim attributed to Hippocrates and certainly uttered by Florence Nightingale -'first do no harm' -has entered the phrase book of healthcare leaders and policy makers around the world. The high level of errors per se 18 and the repetition of the same incidents (e.g. wrong site surgery) in similar circumstances has strained the credulity of the public and patients in many countries. The rhetorical: 'how can it be so difficult?' has moved from indignation to moral outrage as the stories of victims and their family members have been widely communicated. 19 There is no doubting the professional interest in patient safety and the commitment to making it a priority, as evidenced by the extensive take-up of the World Alliance for Patient Safety's initiatives. 20 The patient safety movement is now truly global in its scope. 21 Yet many fundamentals in this relatively new field remain incompletely explored. For example, how actionable learning can reliably flow from adverse event or incident reporting is unclear. This is especially so given that the occurrence and initial description of an incident is reported almost immediately whilst the causal information (whether through root cause analysis or other methodologies) may be some weeks or months behind. This would be acceptable on a very small scale but where hundreds of thousands of reports are being made in a few months, as in the current NHS, the approach to analysis is extraordinarily challenging. Furthermore, the credibility test of achieving sustained reductions in risk has still to be passed in many fields of error. Finally, the lessons from other high-risk industries, notably civil aviation, have still to be effectively applied to healthcare on a large scale despite the vocal claims of enthusiasts.
Tomorrow's challenges
The development of a quality framework for the NHS has brought a number of very important and positive changes to the service, in particular: + More extensive use of standards to assure and drive improvement in service performance + Programmes of regular review and inspection of standards of care + Greater awareness amongst NHS staff that quality and patient safety cannot be improved unless they are explicitly recognized as issues and targeted for action + Regular reporting and analysis of adverse events and near misses + Less tolerance of poor practitioner performance when it threatens patient safety or compromises the effective functioning of a clinical team.
Despite the stronger quality and patient safety ethos that exists in the NHS now compared to at its foundation, fundamental problems remain, for example: variation in standards of care around the country is extensive; some of the basics (notably cleanliness and healthcare infection) have not until recently been given priority; best practice based on research evidence is still adopted too slowly and inconsistently; the avoidable risks of healthcare are still too high; and incidents of serious failures in standards of care still occur and many patient complaints reveal repetition of the same problems. All these factors lead to the inevitable conclusion that further cultural change is needed before quality and patient safety are fully embedded in the planning, design and delivery of NHS services.
There are three main challenges for the next decade. First, to make quality and safety the common currency of the NHS so that it is on an equal footing to money and productivity; second, to put clinicians in leadership roles with full responsibility for assuring and improving the quality and safety of their services; and third, to build the understanding, expertise and track record on safety in healthcare to the level of other high-risk industries.
Another great opportunity awaits the NHS entering the second decade of the 21st century. The early years of this much-valued public institution were characterized by paternalism. Tomorrow's patients will not be willing to accept the role of grateful and passive recipient of care. Recognizing and acting on the part that they and the public can play in shaping the NHS is vital. The quality and safety of care in the future depends on it.
